Abstract: Psoriasiform Keratosis is a rare clinic entity. The etiopathogenesis remains unknown and the disease is characterized by a solitary, scaly or keratotic papule, or plaque mainly located on the extremities. Histopathological features closely resemble those of psoriasis. We report the case of a 70-year-old woman presenting a solitary and asymptomatic keratotic plaque, located on the back of the left leg, unresponsive to topical corticosteroids. We performed an excisional biopsy and histopathology was consistent with psoriasiform keratosis.
INTRODUCTION
Psoriasiform keratosis was described as a clinicopathological disorder by Walsh et al in 2007. 1 It is a rare clinical entity characterized by a solitary papule or plaque with scaly or keratotic surface, located mainly in the lower limbs. 1, 2, 3 The clinical lesion mimics seborrheic keratosis, actinic keratosis, or squamous cell carcinoma and histopathology resembles psoriasis, with abnormal differentiation, keratinocyte hyperproliferation and infiltration of inflammatory components. 1, 4 Etiopathogenesis is still unknown, but some authors believe that it is classified in the group of cutaneous acanthomas including acantholytic acanthoma, epidermolytic acanthoma, clear cell acanthoma, verrucous dyskeratoma, seborrheic keratosis and lichen planus-like keratosis.
1 This report aims to present an uncommon case of psoriasiform keratosis on the left lower limb.
CASE REPORT
This is a seventy year-old female patient, retired, born and raised in the city of Inhangapi (state of Pará). She complained of the appearance of a single and asymptomatic lesion on the posterior surface of the left leg, three months ago ( Figure 1 ). She had used neomycin cream and betamethasone dipropionate ointment without any improvement. Histopathological examination revealed sections of skin showing epidermis with pronounced psoriasiform hyperplasia associated with hyperkeratosis, intra-corneal neutrophilic aggregates, vacuolated and pale aspect of more superficial keratinocytes and suprapapillary epidermal atrophy. In the upper dermal compartment, ectasic/congested vessels and perivascular and diffuse lymphocytic inflammatory infiltrate were observed. Absence of atypias was noted (Figures 2 and 3) . Mycological examination and culture for fungi were negative. Excisional biopsy of the lesion was performed, without recurrence until present. 
DISCUSSION
Psoriasiform keratosis is a benign proliferation of the epidermis usually seen in older people, of both sexes. Etiology and prevalence are unknown. 1, 3 Most lesions are found in the legs, unlike psoriasis, which is characterized by often affecting areas such as elbows, knees, and scalp. The lack of evidence of psoriasis elsewhere, absence of family history and lack of response to corticosteroids exclude the diagnosis of psoriasis. 2, 3, 4 In histopathological analysis, psoriasiform keratosis resembles psoriasis, and includes regular and irregular acanthosis, sometimes with focal parakeratosis, neutrophils on the corneal layer, intraepidermal spongiform pustules, small dilated vessels in the papillary dermis, and perivascular lymphocytic infiltrate. 1, 5 Our patient presented involvement of the posterior surface of the left leg, like most cases reported in the literature and had histopathology results similar to those of psoriasis.
Differential diagnoses include conditions such as verrucous psoriasis, clear cell acanthoma, and various forms of actinic keratosis.
5
Like the case reported by Carbone et al, topical steroids therapy was ineffective in our patient, justifying the fact that psoriasiform keratosis may be a sui generis epithelial proliferation with histological features of psoriasis, but without any relation to it. Therefore, other approaches are necessary, such as surgical excision.
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